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Abstract

Introduction Laparoscopic sleeve gastrectomy is becoming the most commonly performed bariatric surgery. Despite
clinical efficacy, adverse events have gradually increase due to its rapid adoption. Sleeve stenosis is the second most
common adverse event, occurring in 0.7 to 4% of patients undergoing laparoscopic sleeve gastrectomy (LSG).
Endoscopic management with pneumatic balloon dilation (PBD) or stent placement is commonly performed, with
a success rate of up to 88%. Recently, Moura et al. (VideoGIE 4(2):68-71, 2018) described a new technique, named
as endoscopic tunneled stricturotomy. In this video, we demonstrated the evolution of this technique including full-
thickness dissection with staple line disruption.

Methods A 28-year-old woman with a BMI of 35.3 kg/m” who underwent LSG, presented with dysphagia to solid food. An
upper GI series showed a stenosis at the level of the incisura angularis. The patient was then referred for endoscopic evaluation.
Results She underwent three endoscopic PBD in an attempt to treat the stenosis. Unfortunately, her symptoms did not improve.
After failed PBD treatment, an endoscopic tunneled stricturotomy with full-thickness dissection was performed. The procedure is
performed in 6 steps: (1) identification of the stenosis, (2) submucosal injection 3—5 cm before the stenosis, (3) incision, (4)
submucosal tunneling, (5) stricturotomy with full-thickness dissection, and (6) mucosal closure. During follow-up, the patient
maintained a 1200-cal diet, without recurrence of symptoms.

Conclusion Endoscopic tunneled stricturotomy with full-thickness dissection is feasible and appears to be safe and effective in
the management of stenosis after sleeve gastrectomy. This procedure may be an option after conventional treatment failure or may
be considered as a primary alternative.
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Introduction

Obesity is a pandemic and bariatric surgery is the most effec-
tive treatment modality. Laparoscopic sleeve gastrectomy
(LSG) is becoming the most commonly performed bariatric
surgery. Despite clinical efficacy, adverse events have gradu-
ally increase due to its rapid adoption [1]. Sleeve stenosis is
the second most common adverse event, occurring in 0.7 to
4% of patients undergoing LSG. Stenosis is caused by two
different mechanisms: mechanical stenosis and axial devia-
tion. Endoscopic management with pneumatic balloon dila-
tion (PBD) or stent placement is commonly performed, with a
success rate of up to 88%, although multiple treatment ses-
sions are often required [2]. Recently, Moura et al. described a
new technique, named as endoscopic tunneled stricturotomy
[3]. In this video, we demonstrated the evolution of this tech-
nique including full-thickness dissection with staple line
disruption.

Material and Methods

A 28-year-old woman with a BMI of 35.3 kg/m? (weight
94 kg), who underwent LSG, presented with dysphagia to
solid food. During the first month post-surgery, she was doing
well tolerating a liquid diet. However, when her diet was ad-
vanced to solid food, she developed food regurgitation and
vomiting. An upper GI series was performed, and a stenosis
at the level of the incisura angularis was diagnosed. The pa-
tient was then referred for endoscopic evaluation.

Results

She underwent three endoscopic PBD in attempt to treat the
stenosis. Unfortunately, her symptoms did not improve, and
she lost 30 kg in 5 months (BMI 24 kg/mz). After failed PBD
treatment, an endoscopic tunneled stricturotomy with full-
thickness dissection was performed. The procedure is per-
formed in six steps: (1) identification of the stenosis, (2)
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submucosal injection approximately 3—5 cm before the stenot-
ic area, (3) incision, (4) submucosal tunneling, (5)
stricturotomy with full-thickness dissection, and (6) mucosal
closure. During follow-up, the patient maintained a 1200-cal
diet, without recurrence of symptoms.

Conclusion

Endoscopic tunneled stricturotomy with full-thickness dissec-
tion is feasible and appears to be safe and effective in the
management of stenosis after sleeve gastrectomy. This novel
procedure may be an option after conventional treatment fail-
ure or may be considered as a primary alternative. More stud-
ies are necessary to prove its long-term efficacy.
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